clearly demonstrated that the meniscus is directly involved in the absorption of load, proprioception, stability and joint lubrication. This small piece of C-shaped tissue appears to be very important when it comes to the prevention of early osteoarthritis. The era of meniscus preservation began and was based on three pillars:
• Repair of the torn meniscus whenever reasonable • Conservative/non-surgical treatment of asymptomatic meniscal pathologies despite a meniscal tear according to MRI • Partial meniscectomy and resection of as much as necessary and as little as possible.
Long-term results after arthroscopic meniscectomy are available. Almost all the studies conclude that meniscal repair is superior to meniscectomy in terms of function, return to sports and cartilage protection [15, [17] [18] [19] [20] 25 ].
An improved long-term outcome and higher activity among patients were reported in a meta-analysis by Chen et al. [2] after meniscus repair in comparison with resection, basically summarizing the results of the current literature.
Longitudinal lesions of the meniscus in the vascularized region appear to be the ideal indication for meniscus repair. Keeping the above-mentioned knowledge in mind, less ideal lesions are also repaired nowadays, and studies of the current issue will present the outcome after meniscus repair in the avascular zone and of root tears, for example. These studies show the beneficial results of meniscal repair with regard to meniscus healing and function.
However, as the literature has proven the importance of the meniscus, how can we explain the small number of repairs in our daily practice? Meniscus repair was performed in 6.5 % of all meniscus procedures in Germany in 2012 and in 5.6 % in France in 2013 (ATIH, Agence Technique de l'Information sur l'Hospitalisation). In view of the 2.7 % of meniscus repairs in France in 2008, the number has clearly evolved in the right direction, but it still remains low and under the 15-25 % of meniscus lesions, which appears to be appropriate for repair. These data show that meniscectomy will still be overused in 2015. How can we explain this gap?
The adoption of a surgical procedure by the majority of the surgical community is seldom only due to the quality of the scientific articles (evidence-based medicine). Other non-scientific criteria play a very important role when discussing the success of meniscus repair and meniscus resection. The following facts are, for example, well accepted. [22] , for instance, showed that, even after root repair, the deformation of the cartilage remains unnaturally high. Does the repair of these lesions really prevent or delay the development of early osteoarthritis?
Meniscal allografts or meniscal substitutes remain a difficult subject, but in this context, we are constantly improving our knowledge. Currently, meniscal reconstruction using an allograft or substitute should be considered as a salvage procedure after meniscectomy, especially when the lateral meniscus of a young patient is involved. A metaanalysis of meniscus allograft transplantation published by Smith et al. [26] showed the effectiveness of this treatment. However, further studies are needed in order to prove the chondroprotective effect of meniscus transplantation. One of the main concerns still appears to be the extrusion of the meniscus transplant, which may neutralize the protective function of the cartilage [4] .
Let us now move to the middle-aged patient suffering from a symptomatic degenerative meniscus lesion.
The question of whether a meniscectomy in degenerative lesions should be routinely performed is still controversial and has generated an intensive worldwide debate [5, 13, 21] . The definition of the degenerative meniscal lesion and its relationship with the osteoarthritic process is now well defined [6] . The frequency of asymptomatic meniscal lesions in the elderly population should also be underlined. It should be stressed that the presence of a meniscal lesion on MRI does not necessarily cause symptoms.
What is the place of the meniscectomy in this context? The debate is open. Numerous publications reported functional improvements after meniscectomy but also the increased risk of osteoarthritis in the mid-and long-term perspective. Six randomized studies have recently questioned the legitimacy of arthroscopy in the degenerative joint or in isolated torn menisci [7, 9-12, 15, 24] .
It started in 2002 when Moseley et al. [15] were the first to perform a randomized study comparing meniscectomy versus sham surgery in patients with knee osteoarthritis. The results were no better after meniscectomy compared with placebo surgery, but the patient selection and the documentation of intra-articular pathology have been criticized. Kirkley et al. [12] found similar results in a randomized controlled trial, comparing arthroscopic surgery with physiotherapy in osteoarthritic knees. Moreover, in that study, the inclusion criteria were questionable. However, does this mean that we should condemn arthroscopy in osteoarthritic knees? We do not think so.
Recently, Katz et al. [11] , Herrlin et al. [9, 10] and Sihvonen et al. [24] questioned the efficacy of arthroscopic meniscectomy in degenerative meniscal lesions even in the absence of advanced signs of osteoarthritis. The first two studies compared partial meniscectomy with physiotherapy, while the third compared it with sham surgery.
All these publications need to be read with great care. The main message in the paper by Katz et al. [11] , for example, was that there is no difference between patients assigned to physiotherapy or arthroscopy. However, it should be noted that there was a crossover from the physiotherapy group to the arthroscopy group in 35 % of the patients. The data have also shown that there was a failure rate of 49 % in the physiotherapy group and 19 % in the arthroscopy group. The result was found, in spite of the fact that more patients were suffering from Grade III OA in the arthroscopy group (28 %) than in the physiotherapy group (25 %). Did the authors really emphasize these findings appropriately? Arthroscopy is a successful therapy in patients suffering from meniscal tears and mild or moderate osteoarthritis, but this statement is not in agreement with the main statement given by the authors. The important finding in the study might be the fact that we should instead wait a while during a period of conservative treatment, before arthroscopy is considered. This would be a completely different message, as highlighted by the authors.
Sihvonen et al. [24] studied patients suffering from isolated degenerative meniscal tears but without signs of cartilage degeneration. How many of these patients have you seen in your daily practice? The final decision for inclusion was produced during arthroscopy, but the ICRS classification was not used to prove the correct inclusion criteria. Can we really exclude early degeneration of the knee when the assessment is based on the radiographic classification by Kellgren and Lawrence? The poor reliability and correlation between the radiographic grading and the actual histological findings are well known [16] . Moreover, the authors did not classify the meniscal tear in terms of size, shape and location, but all this information is important. The authors found a positive McMurray test in only 23 % of the patients. However, the reliability of the test is reported to be approximately 85 %. What was the true problem in the patients with a negative McMurray sign? Do these data allow us to draw the conclusion that the outcome after arthroscopy in degenerative meniscal tears in patients without OA is similar to sham surgery? It is also important to remember that all patients received surgery, namely arthroscopic lavage or arthroscopy and meniscus resection. Arthroscopic lavage should not be called sham surgery. Why do the authors spend so much time discussing arthroscopy treatment versus conservative treatment? All patients received surgery in the study by Sihvonen et al.
At the same time, Gauffin et al. [7] performed a randomized study comparing arthroscopy with conservative treatment. The authors reported better results in the meniscectomized group in comparison with the physiotherapy group at the one-year follow-up, regardless of whether the design was "intention-to-treat analysis" or "as treated".
The important question is how the message of two level 1 scientific studies can be so different, taking account of the fact that the authors were focusing on the same clinical question?
Both Gauffin et al. [7] and Katz et al. [11] studied patients presenting with a symptomatic meniscus lesion in conjunction with a mild or moderate degree of osteoarthritis. Both of them included patients with joint space narrowing of less than 50 % according to the Ahlbäck classification (Ahlbäck 0), as explicitly stated by both authors. The mean age of the patients of 54 ± 6 and 57 ± 8 years was similar in both studies. This is an example showing that authors focusing on similar pathologies can still come to opposite findings and conclusions. We are wondering who is right? However, these studies show the enormous responsibility of both authors and editors when publishing scientific data. It is necessary to be somewhat more cautious when presenting results, which contradict what appears to be the current standard of care. The results of the studies by Katz et al. and Sihvonen et al. are important for the orthopaedic community and should be discussed seriously in order to identify the patients who require conservative treatment or meniscus surgery. However, it appears to be less helpful to generalize the findings.
There is no doubt that high-level clinical studies are very difficult to design and even more difficult to carry out, especially from an ethical point of view. The responsibility of the authors when publishing their data is very high.
What is the main message of these studies? The conclusion that the outcome of arthroscopy is similar to that of conservative treatment is incorrect and can easily be misunderstood. The studies have shown that there is no need for immediate arthroscopic surgery/meniscectomy and, in some of these patients, conservative treatment will be successful. Patients should undergo conservative treatment first, and surgery should be considered as a second line of treatment. However, this depends on the patient's symptoms.
We all are sure that there are a number of patients who may only require conservative treatment, but the way in which the data are presented in some of the above-mentioned studies is questionable.
Two main lessons should be learned from this apparent contradiction.
1. A well-designed randomized study alone cannot be regarded as the sole and final truth. Numerous elements or biases (as we mention above) can contribute to the identical subject; thereby altering the results, e.g. conditions of cohort recruitment, definition of the selection criteria (what is a degenerative meniscal lesion?), role of the time between the onset of symptoms and the date of study inclusion (numerous symptomatic meniscal lesions become spontaneously asymptomatic in the first months). Data "beautification or embellishment" that enhances positive outcomes should not be forgotten either [23] . These biases have been repeatedly studied in the medical literature and consist of a selective choice of statistically significant results, inversion between the main and second objective, use of composite judgment criteria, false double-blind RCTs, false intention-totreat methodology, subgroups which are not included in the initial protocol and non-supported conclusions [3, 8, 23] . Taken as a whole, in the Chess study [1] comprising 232 randomized studies in orthopaedic surgery, the authors conclude that a very few studies only meet all the criteria used for quality assessment of methodology in orthopaedics-related randomized controlled trials…. "Thus, many of these studies likely have biased estimates of treatment effects". 2. These studies, however solid they may appear, should be read and interpreted with a critical scientific mind. A single study can seldom be taken as the only fact or the final truth but should contribute to the scientific debate with the ultimate objective of improving our practice [14] .
The necessity of a consensual process becomes clear, founded on the independence of the organizers and with the participation of all interested parties to produce the most exhaustive critical analysis of the literature possible. Work of this kind will permit a probable reduction in the number of arthroscopic meniscal resections in our countries in favour of abstention and meniscal repair and an improved nosological definition of the meniscectomy, rendering it pertinent and efficient.
